that they will not subsequently show further signs. All who have had the disease are liable to sudden temporary lapses of mental stability, and, unless these cases are weed1ed out, disaster may follow. An officer of the watch, with mild encephalitic symptoms, whose eyes have not been tested may, at any time, lose his senses and control, and all on board a ship may suffer. Two typical cases follow:
(I) An officer was sent home from abroad with a diagnosis of neurasthenia. He was in hospital for a time, was given three months' sick leave and was sent abroad once more; again he was sent home suffering from neurasthenia. iHe was sent to me; I found complete loss of the pupillary reflex to accommodation, and loss of power of convergence of the eyes; the pupils reacted sluggishly to light. The patient could not keep his eyes converged on an object; a penholder held at arm's length from his nose and slowly moved towards that organ caused discomfort, his eyes watered and he could not converge on it after the pen was within six inches of his nose; this afforded a clue. He then gave his history. In about 50 per cent. of present-day cases there is no history of an initial febrile attack, but often there is a history of influenza, or a chill with diplopia; it was absent in this case. The history included insomnia, restlessness at night, peculiar attacks of blinking, and eyes fixed and staring for periods of a minute or so, lassitude, lack of concenration and want of effort. Insomnia by night and sleepiness by day are characteristic of this condition. He was found on one or two occasions fully dressed, fast asleep AP-WAR 1 tUar !Bection, in the middle of the day in somebody else's cabin, tucked up in the bunk. This sudden unaccountable behaviour is also characteristic. Other signs he had were trembling of the eyelids when the eyelids were voluntarily closed, and excessive blinking when the base of the nose was gently tapped. The pyramidal tracts of his cord showed presence of lesions. This is a typical picture of the kind of postencephalitic young people who are walking about to-day. One could spend an interesting hour describing cases one might see in the future, first writing down the typical eye signs, and then symptoms and signs from the list below, picking one or two from each category, e.g., two other eye signs, one respiratory disorder, a pyramidal lesion, and a few abnormal mental changes, not forgetting obstinate constipation, salivation, asthenia and a history of diplopia.
(II) A boy, F. H. K., was admitted to hospital with the following history. He had been behaving strangely for a month, but not enough to bring him into serious trouble until the last few days, when his conduct was such as to lead one to suspect mental instability. He was emotional and wept on the least provocation. One afternoon he went ashore and made himself a general nuisance in a shop, eventually purloining a manicure set for which he did not pay. The next day he tied all his clothes up in a big parcel and tried to post them. He talked a great deal and his manner was sly. While being prepared for hospital in the sick bay, he appropriated a cap-ribbon from another boy as if the action were perfectly in order." He was stated to be "noisy and sing lewd songs." On admission he was examined for post-encephalitis. He had diplopia, great difficulty in focussing an object near his eyes, the power of convergence being almost lost. The diagnosis was made and later he developed salivation and obstinate constipation. Physically he was as active as a monkey. His face changed with every emotion and was always full of expression. He was kept under observation for a week or two, special care being taken to note his hours of sleep at night, for these patients are apt to become very wakeful at night and to rampage all over the house; but he slept well every night. He was quiet and well behaved while under control and gave no trouble. He was finally invalided and sent home with a postscript (to the usual letter) which pointed out that he might behave oddly at times. The sequel is interesting: A short time after his arrival home, his mother wrote that his behaviour was alarming and said: "A few of the many things he has done since Saturday might perhaps explain my reason for writing to you. (1) He has refused to go to bed and has had no sleep since he arrived home. (2) He orders me to bed. At 3 o'clock a.m. on Sunday he opened tins of fruit, etc., and brought them upstairs. (3) He has upset a table of crockery, and flung a kettle of water all over the place, and made the house upside down with the contents of drawers all over the place. (4) Whilst I was out at the doctor's this morning, he returned home, took his father's motor-cycle from the garage and is at present in hospital after being detained by the police regarding the cycle."
It will be understood that the symptoms and signs in this disease may be many and varied, but whatever group appears in any one case, the eye symptoms mentioned will put one on the right track. If these signs are absent, the diagnosis must be carefully re-considered. Tuberculous meningitis, poliomyelitis, and intracranial tumours, especially frontal ones, might be thought of.
Types of the Disease.-(a) In boys or girls up to about the age of 18 the type is characterized by the typical eye symptoms, followed by mental changes as in the second case quoted above. Restlessness and activity dominate the scene. (b) In adults the true Parkinsonian syndrome is seen, with the typical eye-signs, expressionless face, monotonous voice, slow speech and slow movement when walking. The patient walks from his knees, head held stiffly and bowed forwards, arms stiffly by the sides with no swing, when turning he turns "all of a piece." Mentally he is dull. In nearly all cases he is affected by troublesome salivation and constipation. When sitting he remains perfectly still; all natural movement and fidgets are abolished. One can now notice tremor; it is coarse and often characterized by involving movements of a joint, such as the well-known "pill-rolling" movement. It is a peculiar sign that, in these cases, handwriting becomes almost microscopical. The rigidity is more apparent than real and the slow movement is not actually caused by rigidity; each may exist separately. A dose of hyoscine hydrobromide will sometimes convert, for a short time, an apparently rigid encephalitic to a normally-moving person. In some patients affected with Parkinsonism, if a limb is put into an awkward position (e.g., if the arm be raised) it will remain there while the patient's attention is engaged with something else.
So-called neurasthenic patients with asthenic symptoms differ from true neurasthenics in that they are for ever hoping to get better. I have noticed in postencephalitic patients a peculiar contempt for themselves for having such disabilities -of which they are well aware. Even the mental patients after a bout of riotous mischief exhibit this contempt and sometimes contrition. An exaggerated trait of this kind was observed in a boy under my care who went insane. He was always saying that he was no longer any good, that his disabilities made him detest himself. He had such contempt for his body that he developed into a most determined potential suicide. He beat himself with his fists, so much did he dislike his body.
Groups of Symptoms and Signs. Ocular Signs.-In addition to the typical ones already mentioned, there are attacks of blinking, especially to be seen if the base of nose is gently tapped, attacks of staring, fixation of eyeballs upwards or loss of power on upward movement, tremor of eyelids when voluntarily closed slowly (in Parkinsonism itself blinking may be infrequent), the pupils may be unequal. There may be paralysis of a single nerve, usually the sixth, sometimes the third, rarely of more than one. Partial ptosis is fairly common. Nystagmus, squint and Argyll-Robertson pupils are rare. The pupils are very frequently sluggish in their reaction to light, but they contract. Hemianopia occurs. Oscillation of the eyeballs is rare but a striking case occurred at this hospital, in which, whenever the eyeballs moved, they oscillated like the balance wheel of a watch. The typical eye signs in a very slight case may be absent when the patient wakes in the moriiing, but can be easily demonstrated in the evening. Papillcedema does not occur.
Respiratory Disorders.-Paroxysmal attacks of slow and quick breathing may
occur. There may be cessation of all breathing after twenty or more noisy deep breaths. One patient I saw at the Queen's Square Hospital took several deep breaths and then ceased breathing. He became blue and swollen in the face and the condition appeared alarming, but his respirations always began again just as one thought he must die. Frequent yawning is very common. Hiccough is another sequela.
Mental Aspects.-The physical and mental signs and symptoms vary and the disease runs a fickle course. Varying symptoms and signs of nervous disease are temporary and often recurrent. Boys and girls up to about the age of 18 show excitement and restlessness. Lethargy by day and restlessness, insomnia and wandering at night are characteristic, together with tics, respiratory disorders and choreiform movements. This kind of movement coming on after the age of 15 should be carefully investigated before a diagnosis of pure chorea is made. Adults usually suffer from Parkinsonism with apparently rigid bodies, and perhaps mania, melancholia, confusion or mental dullness. The mental instability of the young is well illustrated by the case already quoted. This type of patient performs misdeeds in public and acts on the spur of the moment; he does not plan these things beforehand.
Involuntary movements may be choreiform in character, myoclonic, shuffling and stamping, and especially slow, regular rhythmic movements of such amplitude that they cause movements in joints. They consist of torsion of the trunk, athetoid movements of limbs, spasmodic torticollis and grimaces, shaking of the head, pill-rolling motion of the hands, and to-and-fro movements of the thumb. Tics and tremors are also common. Spastic paralysis and muscular atrophies.-There may be pyramidal tract lesions and there may be muscular atrophy, notably of one half of the tongue.
Endocrine disorders.-Gross obesity, exophthalmic goitre, diabetes, glycosuria, hyperthyroidism. Asthenia is very common, mental and physical weariness being of such magnitude that it becomes more than a discomfort. The patient gives up trying and gets more and more helpless.
Abdominal reflexes may be normally present, exaggerated, or absent. This last condition is usually associated with a pyramidal lesion.
General Observations. The initial attack appears to have been more severe three or four years ago, but latterly a history of an acute onset cannot be so often obtained, unless it is a history of " influenza " with diplopia. The initial attack at the present time is often so mild that no doctor is called in. A severe initial attack consists of fever, rousable lethargy and somnolence, the usual ophthalmoplegia, troublesome constipation, perhaps salivation, and a lymphocytic cerebrospinal fluid. Ptosis is common and adds to the appearance of lethargy.
Parkinsonism, etc., following an lnjury.-In a somewhat similar form of nerve poisoning (syphilis), the onset of cerebral symptoms, such as general paralysis of the insane-as a result of trauma-is universally recognized. Injury brings out a latent condition. Probably the same decision would hold in the onset of an encephalitic state after injury.
Incidence of the Disease.-The number of cases begins to increase in December and is waning by May.
Disposal of cases.-Many patients are unfit to live at home. Insane cases can be sent to an asylum. The Guardianship Society at Brighton used to board out patients with suitable families. The Metropolitan Asylums Board has an " encephalitis lethargica unit" at its Northern Hospital at Winchmore Hill, and other institutions as at Darenth Training College. Poor Law Authorities also help. Some juvenile cases not diagnosed find their way to the police courts or to Borstal Institutions. q Treatment.-Complete rest for from six months to a year; disinfection of the interior of the nose by an oily antiseptic ; a long course of Plombieres colon douching; polyvalent autogenous vaccine from the intestinal tract and naso-pharynx; tincture of belladonna up to 40 min. a day; also hyoscine hydrobromide, bismuth salicylate intramuscularly, and sodium iodide 'internally; hexamine; induction of malaria.
Of the above, belladonna has the most curative effect when used over long periods. In severe juvenile mental cases, I hold the opinion that belladonna is harmful, as it seems to increase the mental condition. This is borne out by the fact that one of the symptoms of poisoning by belladonna is delirium. The action of hyoscine is only transitory and it is temporarily useful in Parkinsonism and in those with fits or. excessive inovements. A suggested remedy is a prescription of chloral hydrate 5 gr., tincture of hyoseyamus and tincture of belladonna about 6 minims of each three times a day. Those who have been in contact with an acute case should have a naso-pharyngeal application of an oily antiseptic. The above remarks are based on cases seen at my hospital and elsewhere.
This description of the disease refers to its aspect during the last two years. In cases which occurred formerly in the Navy there are some important differences. The following conditions seem to have occurred with some frequency: (a) Head retraction; (b) incontinence of urine and feeces; this involuntary passage of faces has given place to an obstinate constipation, which is almost a constant factor now. Other differences are also met with. (1) There was very little or no mention of any endocrine disturbances; (2) the initial attack was more in evidence, and was often labelled influenza, but influenza never causes diplopia; (3) positive and negative signs were more in evidence, such as a flaccid paralysis of the legs with the presence of a Babinski's reflex; (4) salivation, a striking symptom of the present-day case, was rarely described; (5) there is now less variation of the reflexes from day to day. Formerly the knee-jerks might be absent one day and present the next, and this was also the case with paralysis; even in the present-day cases, in the early stages, there may be rapidly changing or transient symptoms or signs, including mania, which, according to my experience in youthful cases, lasts a week and recurs.
Discharge to Duty.-It is my opinion that in a case of encephalitis lethargica, however mild, the patient should be invalided from the Service. The evidence shows that even patients who (while in hospital) have apparently recovered are quite unfit for naval duty, and the present opinion is that they will almost without doubt develop further symptoms. The symptoms and signs come on suddenly, and may attack a man in the middle of an important duty on which the safety of the ship and its inhabitants depends. Many patients who have gone to duty have returned to hospital, some within a few hours, many within a few days, with a fresh exacerbation of all their symptoms. 0 Attitude of the Patient.-The attitude of the patient to his condition has already been mentioned. We might say a few words on the attitude of the patient towards his doctor and his treatment. These patients are childlike in their relationship with their doctor. They are always craving his notice and attention, but not his sympathy. The peculiarity of these patients is that, unlike the neurasthenic, they do not mention their symptoms, but from experience I have learnt that what they want me to say is, " How well you are looking and how much better you have been lately." This makes a great difference to them. Acting on this lesson, if I have been asked to see cases in other medical officers' wards I make a point of going in from time to time, just to make the same remark. The patients take a keen interest in their treatment; unless strict precautions are taken they will get to know all about the medicines used, and in some cases they will even quote the whole prescription. One case will illustrate this point. A patient with no more education or literary acumen than any other was describing his previous history to me, and so technical were the words and phrases that I made him repeat it, so that I could copy it down. He said, " When I was in hospital before, I had diplopia, the doctors gave me a course of bromides, but it did me no good. I had tremors. I had polyuria. The doctor said that the cause of my illness was a cellar in the brain." This word ccellar" puzzled me until it occurred to me in a moment or two that it was "sella." I asked him if he had been X-rayed. " Yes," he said, " the doctor X-rayed my skull and saw the cellar in my brain." The polyuria, no doubt, had led to a suspicion of diabetes insipidus and the sella turcica had been examined.
A boy had recovered from the disease temporarily and feared being sent back to duty. He was sent to me for a final decision. I examined him for the eye-signs. Accommodation was normal. Convergence and upward movement of the eyeballs were not normal, but neither were they like anything seen in the disease.
They gave me the impression that they were intentionally made to appear imperfect. I made several plans to catch him but could not be certain. At last I put him face downwards on a couch and made pretence of examining his back. While doing so I mentioned to my attendant that a peculiarity of the disease was an extraordinary ability to recognize and tell colours at once. I produced a sample card of coloured enamels. While the patient was still lying prone on the couch I held the card so that he had to raise his head to look at it, his shoulders being kept down. This is a very tiring position and difficult to maintain for more than a few minutes. As his head gradually drooped from fatigue, up came his eyes. So eager was he to tell the colours that he forgot the upward movement of the eyes for the moment. Presently his eyes were fully elevated and held strongly in that position while he was naming indeterminate character became evident in the course of military training. Careful investigation might be necessary to elicit the true nature of the condition, and it was usually possible to trace its origin to an illness some time previous to enlistment, which might have been diagnosed as encephalitis, or, more probably, influenza.
As examples he would quote a series of five cases seen at Woolwich in recruits and soldiers in 1927. In all five cases the acute illness was traced back, before enlistment, to 1924, a year in which encephalitis was prevalent. Two of them were in recruits who showed incipient Parkinsonism; one had periodic severe headache and passionate outbursts and developed suicidal tendencies, and one was of peculiar medico-legal interest. He was found asleep when on guard and was placed under arrest. While awaiting trial, evidence was obtained that he had been treated for encephalitis in 1924, and had suffered from periodic bouts of pathological somnolence ever since.
Had Surgeon Commander Hill ever considered the question that might arise as to the relationship of vaccination in the case of a post-encephalitic whose symptoms became manifest shortly after enlistment? It was obviously a difficult question seeing that little was yet known about post-vaccinal encephalitis, but it would probably have to be faced sooner or later and would involve a decision as to attributability.
Surgeon Commander DUDLEY said he could confirm Surgeon Commander Hill's remarks about the change in the clinical picture which had occurred during the last ten years in the Navy, as he had seen in 1919 about a dozen of the first naval cases of encephalitis. Without exception, these were all at first called cases of influenza, but once encephalitis had become familiar, the rousable lethargy made their diagnosis easy. Variable irregular reflexes were a marked characteristic of this series. For instance, on one morning the right knee-jerk might be brisk and the left absent, while the next day the reverse might be found. These patients were all dangerously ill and half of them had died. Doubtless, since so little was known about the disease at that time, a great many subacute and mild infections were overlooked. All these acute severe cases were characterized by a marked pleocytosis of the cerebrospinal fluid. He would like to know if increase in the lymphocytes in the cerebrospinal fluid was of general occurrence in subacute cases, and in the chronic stages and sequehe. If so, repeated cell-counts of the cerebrospinal fluid might be of important prognostic significance, just as they were in cerebral syphilis.
Surgeon Commander HILL (in reply) said that engorgement of the retinal veins had not been remarked on in the reports of the eye specialists. Recruiting officers might be helped in their difficult task if they grouped the likely signs and symptoms in their minds as suggested in the paper. Considering the large percentage of people, especially recently, vaccinated or inoculated, it would be easy to show by statistics that vaccination and inoculation had been followed by encephalitis or encephalitis lethargica but difficult to prove that they caused these diseases; there was a considerable British and foreign literature on the subject. A lymphocytic cerebrospinal fluid occurred in the acute and subacute cases. In the chronic cases the lymphocytosis might disappear, and a change take place in the colloid gold reaction, which some observers had recently reported to be present in every case examined.
